Introduction
Toxoplasmosis is caused by the obligate intracellular protozoan Toxoplasma gondii. It is one of the most prevalent chronic infections affecting one third of the world's human population (1) . In many developing countries as well as our country, the exact prevalence of toxoplasmosis among pregnant women is not well recognized (2) . It is very important to discover whether congenital toxoplasmosis, only the result of maternal infection, existed during pregnancy period (3) . Toxoplasma gondii infections can cause to a more serious progression when accompanied with some other infection. For example, in pregnant women having human immunodeficiency virus (HIV), T. gondii infections may lead to extreme complications such as miscarriage, support the transmission of Hepatitis B virus (HBV) and HIV and birth defects (4) .
Toxoplasma gondii seropositivity and coinfection with TORCH pathogens have been investigated in Qatar with the intention of testing the patients who are considered to be in the high risk group for TORCH pathogens, e.g. pregnant women, their fetuses, neonates, and acquired immunodeficiency syndrome (AIDS) patients to initiate the treatment. In this study, the factors associated with T. gondii IgG seropositivity were found as; older age, East Mediterranean or African nationality, positive Cytomegalovirus (CMV) and Herpes simplex virus (HSV)-1 serostatus and negative rubella IgG results(5). For testing whether acute infection is obtained during gestation, most commonly toxoplasma-specific immunoglobulinG (IgG) and IgM antibodies of a pregnant woman are used (6) . In the period of first 24 wk of gestation a low IgG titer and a negative IgM test of a pregnant woman indicates that the infection was pregestationally acquired. If in a single serum sample a positive IgM test result points out the infection was not long ago acquired, or may be a false positive result. If false positive or true positive IgM test results are interpreted improperly the outcomes of this scenario would end in a dramatic way such as unnecessary abortions (7). Although, the results of IgG, IgM and even avidity precisely do not indicate the exact position of the patients they are used to detect the toxoplasma infections. In this study, our aim was to detect the prevalence of toxoplasma infections and the accompanying other TORCH infections or Epstein Barr virus (EBV), HBV, Hepatitis C virus (HCV) and HIV in women at childbearing age by testing for IgM and IgG titers.
Material and Methods
The sera collected from January 2004 to July 2010, of 17751 children bearing age women were studied. The samples were obtained from 16 different hospitals and medical centers from five cities in Turkey including Istanbul, Bursa, Adana, Kayseri and Kocaeli. The hospitals were mostly from Istanbul. The study was performed in Acibadem Labmed central laboratory in Istanbul. TORCH pathogens IgM and IgG tests were run on VIDAS automated immunoanalyzer (VIDAS, Biomerieux, France), HCV tests were run on Cobas 8000 Modular Analyzer (Modular, Roche, Germany) EBV tests were run on Euroimmun Analyzer (Euroimmun Analyzer 1, Euroimmun, Germany)
Results
From 2004 to 2010, overall 17751 women at childbearing age were examined and evaluated for Toxoplasma and the accompanying infections. IgM positivity of other infections with T. gondii IgM positivity was accepted as coinfection. Number of T.gondii IgM and IgG seropositivities and coinfections are given in Table1. The highest prevalence of positive IgM and IgG seropositivity was observed between 27-35 yr of age. Toxoplasma IgM and IgG positivity versus age in childbearing age women in Turkey is shown in Table 2 . Toxoplasma gondii IgM seropositivity was 1.34% and IgG seropositivity was 24.6%, and coinfection with the T. gondii infections was 3.3%. Acute CMV, EBV, HCV and Rubella infections were detected as coinfection. Their IgM seropositivities were accepted as indication of acute infection. Both CMV and EBV were detected as 1.26% and both HCV and rubella as 0.42%. No HSV type 1 or 2, or HIV infection was found to be accompanying. In addition, the other TORCH pathogens seropositivity and other studied infection agents' seropositivity were evaluated. Accompanying infections'seropositivity rates are given in Table 3 . As it is shown in Table 2 rubella IgG was the most accompanying seropositivity with T. gondii. Following rubella, CMV, EBV and HSV Type 1 were detected sequentially. 16  1  3  17  2  4  18  2  6  19  2  5  20  1  16  21  1  19  22  5  36  23  7  69  24  7  91  25  15  116  26  19  166  27  34  248  28  31  300  29  44  348  30  17  327  31  33  337  32  25  342  33  35  299  34  14  229  35  8  204  36  5  185  37  11  151  38  4  116  39  2  66  40  5  60  41  2  33  42  0  20  43  2  10  44  0  4  45 0 0 In a study in Beirut the seroprevalence of IgG T. gondii antibodies from 2145 sera were examined in hospital and private laboratories and the seropositivity rates were found to be 55% and 67%, respectively. In addition, the IgM T. gondii antibodies from 1352 sera from hospital and 2074 sera from private laboratories were similar to each other 6.7% and 6.8%, respectively (10). In India, 300 pregnant women were screened and anti Toxoplasma IgG antibodies were detected in 15.33% cases, while 3% had positive anti Toxoplasma IgM with IgA and/low avidity antibodies suggestive of acute infection during or just before pregnancy (11) . In another study in Iran, 247 of the 553 pregnant women were found to be positive for IgG T. gondii antibodies and the rate of seropositivity of latent T.gondii infection was 44.8 % (12). In Turkey, although there are some studies Toxoplasma seropositivity rates were variable in regards with the provinces. For example: in Sanliurfa, a southeastern Anatolian city where raw meat consumption is traditionally high, 60.4% of pregnant women were found for T.gondii IgG, and 3% were found IgM positive (13) . On the other hand, in another Anatolian city Kayseri the T. gondii seropositivity was 33.42% (14) . (3) . The TSP acts for a step forward and has a discriminatory power above avarage than the IgM tests alone (7) . Avidity testing improves the strength of effectiveness of the TSP in discovering whether a woman has been infected during gestation. Although the avidity test presents a confirmation, because of potential to improper interpretation for low-or borderline-avidity it should not be used as the only confirmatory test for pregnant women. During the first 16 wk of gestation using the TSP and the VIDAS avidity method as a confirmation test decreases the need for PCR on amniotic fluid, or unnecessary treatment of the mother with spiramycin and lessens unnecessary abortions (16) . Though T.gondii infections can lead to serious complications, coinfections would worsen more the patient's situation. Coinfection with TORCH pathogens in high-risk patients in Qatar was investigated to manage the right treatment (5). In our study, we also searched for coinfections and found accompanying acute CMV, EBV, HCV and rubella with T.gondii infections. The aim of this investigation was to discover the disease totally in order to initiate the specific treatment.
In conclusion, the findings in the present study designated that Toxoplasma infections are common among Turkish female population with also accompanying infections. The advanced detection methods and evaluation of the complete toxoplasma serology and avidity tests will help to select the real acute infections. At the same time, also other tests should be studied in order to detect coinfections. As a result, all of these evaluations should aim the population to prevent from more toxoplasma infection and coinfections to have a healthy baby and a mother.
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